
 

 

 

Dear Parent or Guardian,  

I am so glad you are considering Boys & Girls Club’s Behavioral Health Program services for your 

child. The Behavioral Health Team is looking forward to meeting with you to determine the best 

services for your child. First, we need to gather some information from you. The following 

packet contains:  

 Consent to Treat, giving your permission for your child to enroll in the Behavioral Health 

Program counseling services, as well as the Tele-Health Consent Form.  

 Authorizations to Disclose Information, which gives us the ability to reach out to and 

coordinate care with other supports in your child’s life, such as doctors, previous 

therapists, or anyone else you think is information for us to contact. We can provide 

additional forms if needed.  

 Parent Intake Packet, which helps us gather specific information about your child. Please 

fill this form out to the best of your ability. A Behavioral Health Team Clinician and you 

will have the chance to discuss your answers together.  

 Wellness Assessment, which is your description of your child’s behavior at home or in 

the community in the past month.  

Once you have completed all information in this packet, please return to the Main Site front 

desk, School Site front desk, or Site Lead. The sooner you are able to complete these forms, the 

sooner we are able to enroll your child in services. If you have any questions, do not hesitate to 

contact a member of the Behavioral Health Team.  

Best,  

 
Megan Sapp, MSW, LMSW  

Mental Health Program Director 

Club Counselor 

573-874-1697 

 

Our program is supported by:  



 
 

Behavioral Health Program Consent to Treat 
 
The Behavioral Health Program at Boys and Girls Club of Columbia was developed in January 
2016 and is funded through Boone County’s Children’s Services Fund Grant. This program aims 
to provide mental health services and support to Club Members in order to help them become 
more successful here at the Club, as well as at home and school. The program focuses on skill 
building and psychoeducation to assist children understand their emotions and coping 
mechanisms.  
 
This program is overseen by a Licensed Clinical Social Worker, who supervises Masters Level, or 
above, Clinical Students completing their practicum requirements within their accredited 
University program. The LCSW ensures all intervention approaches are effective, based on 
empirical evidence, and adherent to theoretical frameworks.  
 
The Behavioral Health Team Member assigned to each client will work collaboratively with their 
client and the parent/guardian to develop a treatment plan that is reflective of the presenting 
concerns or problems. All treatment and intervention strategies will be based on that 
treatment plan. 
 
As the parent or guardian of the client, you have the right to refuse treatment at any point 
through written request to the Behavioral Health Program. 
 
Please initial the following to mark your understanding.  
 
__________  CONFIDENTIALITY 
You are protected under the provisions of the Federal Health Insurance Portability and 
Accountability Act (HIPAA). This law ensures the confidentiality of all Protected Health 
Information (PHI) about you. With the exception to certain and specific situations, as outlined 
below, you have the right to absolute confidentiality of your treatment. Information regarding 
your treatment will never be shared with anyone outside of Boys and Girls Club of Columbia, 
without express written consent using the Authorization to Disclose Information document. The 
following are legal exceptions to your right to confidentiality:  

• If a member of the Behavioral Health Team has good reason to believe that you will 
harm yourself or another person. In this instance, the team member may contact the 
police, a parent/guardian, or any other individual to ensure your safety.  

• If a member of the Behavioral Health Team has good reason to believe there is any 
incidences of abuse or neglect to a child or a vulnerable adult. The Behavioral Health 
Team are all mandated reporters and will act accordingly in that role; this includes 
placing a call to the Child Abuse and Neglect Hotline should there be reasonable 
suspicion of abuse or neglect.  

• If the Behavioral Health Team is subpoenaed by the courts.  



 

By signing this statement, you are agreeing to participate in services with the Boys and Girls 
Club of Columbia Behavioral Health Program. Your Behavioral Health Team member may 
require sessions to be videotaped or audio recorded. Video and audio recordings are only used 
for training purposes to ensure you are receiving the most effective treatment. Video and audio 
recordings will be destroyed after they are reviewed by the LCSW Supervisor.  

 
__________ PAYMENT 
All services provided through the Behavioral Health Program are part of the registration cost for 
BGC. There are no additional fees associated with this program; clients and/or their 
parent/guardian should never be charged for services rendered through the Behavioral Health 
Program. This is a free program.  
 
__________  RESPONSIBILITIES OF TEAM MEMBER 
As a member of the Behavioral Health Program, it is our responsibility to provide the most 
efficacious and clinically sound treatment available. We will practice only within our scope of 
knowledge and education.  
 
In the event that I am unavailable to provide services due to personal emergencies, work 
trainings, or educational conflicts, I commit to provide as much notice as possible and when 
deemed appropriate, I will arrange for an alternate team member to continue treatment for 
the duration of my absence. I commit to being prepared for our sessions and work from the 
treatment plan to ensure our work is strengths-based and goal-oriented.  
 
__________  RECORDS 
The Behavioral Health Program keeps records separate from those of BGC. These records are 
kept in a location that is not accessible to anyone other than team members of the Behavioral 
Health Program. You have the right to access a copy of your file at any time via written request. 
You have the right to request that I correct any errors in your file. You have the right to request 
that I make a copy of your file available to any other health care provider at your written 
request.  
 
__________  COMPLAINTS 
Any complaints may be directed to the LCSW, BGC’s Operation Director, or BGC’s Executive 
Director. Criticism or dissatisfaction is taken seriously; the Behavioral Health Team is always 
interested in ensuring the best possible experience, treatment, and outcomes. If there is a way 
to serve you better, we certainly want to know about it. 
 
__________  EMERGENCY SITUATIONS  
In the event of an emergency, Behavioral Health Team Members will refer to the Emergency 
Contact listed in their application to Boys and Girls Club of Columbia. In the event of an 
emergency, Behavioral Heath Team Members are authorized to release any pertinent 
information regarding their treatment in the Behavioral Health Program.  
 
 



 

__________  OTHER RIGHTS 
You have the right to ask questions about anything that happens in treatment. You can ask 
team members about their training or reasoning for choosing a particular intervention 
approach or activity. If at any point you feel as though this program is not the right fit for 
treatment, you can ask the team to refer you to another agency or treatment provider. You are 
free to leave therapy at any time.  
 
I certify that I have read all parts of this Authorization and Consent Form. I accept all its terms 
and conditions. All representations made by me are true. This Consent to Treat Form is good for 
the duration of the requested counseling unless revoked, in writing, by the parent/guardian. 
This revocation may occur at any time and for any reason.  
 
 
Printed Name:  ________________________________________________________ 
 
Signature: _____________________________________________________________  
 
Date: ______________________ 
 
 
 
Signature of Behavioral Health Team Member:  _______________________________ 
 
Date: _______________________ 
 

 

 



 
 

Behavioral Health Program Tele-Health Informed Consent 
 

As the parent/guardian of _____________________________________ (Club Member’s Name), I 

hereby consent my child may participate in tele-health as part of their services in the Behavioral Health 

Program. I understand that tele-health is the practice of delivering clinical health care services via 

technology assisted media or other electronic means between a practitioner and a client who are 

located in two different locations.  

I understand the following with respect to tele-health:  

1) I understand that I have the right to withdraw consent at any time without affecting my right to 

future care, services, or program benefits to which I would otherwise be entitled.  

2) I understand that there are risks, benefits, and consequences associated with tele-health, including 

but not limited to, disruption of transmission by technology failures, interruption and/or breaches of 

confidentiality by unauthorized persons, and/or limited ability to respond to emergencies.  

3) I understand that there will be no recording of any of the online sessions by either party. All 

information disclosed within sessions and written records pertaining to those sessions are confidential 

and may not be disclosed to anyone without written authorization, except where the disclosure is 

permitted and/or required by law.  

4) I understand that the privacy laws that protect the confidentiality of my child’s protected health 

information (PHI) also apply to tele-health unless an exception to confidentiality applies (i.e. mandatory 

reporting of child, elder, or vulnerable adult abuse; danger to self or others; information subpoenaed by 

the courts).  

5) I understand that if my child is having suicidal or homicidal thoughts, actively experiencing psychotic 

symptoms or experiencing a mental health crisis that cannot be resolved remotely, it may be 

determined that tele-health services are not appropriate and a higher level of care is required.  

6) I understand that during a tele-health session, technical difficulties could occur, resulting in service 

interruptions. If this occurs, an on-site Club Staff will assist in trying to reconnect. If the session is unable 

to be reconnected, we may have to re-schedule that appointment.  

7) I understand that the Behavioral Health Team member may need to contact my child’s emergency 

contact and/or appropriate authorities in case of an emergency.  

I have read the information provided above and discussed any questions I may have with a Behavioral 

Health Team Member. I understand the information contained in this form and all of my questions 

have been answered to my satisfaction.  

Signature of Parent/Legal Guardian: ____________________________________________________ 

Date: __________________________ 

Signature of Team Member: ___________________________________________________________   

Date: __________________________ 



 
 

Behavioral Health Program Release of Information 

Club Member Name: ____________________________         Date of Birth: _____________________   

I hereby authorize Boys and Girls Clubs of Columbia to release and receive   

(2-Way Release) Information specified below to the following individual(s) or agency:  

Agency/Individual’s Name:  
 

Relationship to Member:  

Street Address:  Telephone: 
 

City, State:  
 

Zip: 

Please Initial but the information for which you are authorizing release: 

_______Acknowledgement of my child’s admission and/or participation in services 

_______Details regarding participation in the BGC Behavioral Health Program, such as evaluation results, treatment plan, 
assessments, progress toward treatment plan goals, discharge summary, or any other pertinent information  

_______Other (please specify):_________________________________________________________________________ 

Purpose of Disclosure: Continuity of care 

This release of information is valid one year from the date of signature.  

By signing below, I understand that:  

1. My child’s records are protected under the federal regulations governing the Health Insurance Portability 
and Accountability Act of 1996 (HIPAA) and cannot be disclosed without written consent unless 
otherwise provided for in the regulations.  

2. I have the right to revoke this authorization at any time by writing to Boys and Girls Club Behavioral 
Health Program. I understand that I may revoke this authorization except to the extent that action has 
already been taken based on this authorization. 

3. I understand that signing this authorization is voluntary. My treatment in the Behavioral Health Program 
will not be conditioned upon my authorization of disclosure. 

4. Information disclosed under this authorization might be re-disclosed by the recipient, and the               
re-disclosure may no longer be protected by federal or state law. 

5. This authorization does not authorize the BHP to discuss my personal health information and insurance 
record with anyone other than the person or agency listed above. 

Printed Name:   __________________________________________________ 

Signature: _______________________________________________________    

Date: _______________ 



 
       
 
 
 
 

Continued writing space on next page. 1 

PARENT INTAKE FORM               Date: _______________________ 
                             

CLIENT INFORMATION  

Club Member Name: ______________________________ 

 

Parent/Guardian Name: ___________________________  

 

Relationship to Club Member: ______________________ 

 

Phone Number: __________________________________   

 

 

Other Household Members:          Relationship:              Age: 

 

____________________________            _________________________               ____________ 

____________________________            _________________________               ____________ 

____________________________            _________________________               ____________ 

____________________________            _________________________               ____________ 

____________________________            _________________________               ____________ 

Presenting Concern- Please briefly note what concerns you have regarding your child and what 

you hope they receive from counseling services.   

_____________________________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
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_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Areas of Concern- Please check and explain other areas of concern you may have for your child:  

Aggression (Physical or Verbal) ☐Yes     ☐No If yes, please explain:  

 

 

Anger ☐Yes     ☐No If yes, please explain:  

 

 

Argumentative ☐Yes     ☐No If yes, please explain:  

 

 

Low Self-Esteem 

 
☐Yes     ☐No If yes, please explain:  

 

 

Poor Social Skills ☐Yes     ☐No  If yes, please explain:  

 

 

Poor Listening Skills  ☐Yes     ☐No If yes, please explain:  

 

 

Grief ☐Yes     ☐No If yes, please explain:  

 

 

Change in the family situation ☐Yes     ☐No If yes, please explain:  

 

 

Lack of response in prior 

treatment  
☐Yes     ☐No If yes, please explain:  

 

 

MEDICAL INFORMATION 

Has your child every received counseling/therapy services in either an inpatient or outpatient 

setting?  ☐Yes     ☐N  

If yes, who did they receive services from?__________________________________________ 

If yes, when did they receive these services? ________________________________________ 

Medical information continued on next page. 
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Diagnoses-Please lists any current or past medical OR mental health diagnoses your child has 

received:  

Diagnosis   Clinician/Physician   Date of Diagnosis 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

Current Medication- Please list any current medication your child is taking and the reason for 

this medication.          

Medication and Amount   Reason for Medication 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Allergies- Please list any allergies your child may have.  

 
____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

Which of the following illnesses or complaints has your child experienced? Please check all that 

are applicable.   
☐ Irregular menses ☐ Diabetes ☐ Liver problems ☐ Herpes ☐ Difficulty 

sleeping 

☐ Respiratory 

problems 
☐ Stroke ☐ Seizures ☐ Head injury ☐ High blood 

pressure 

☐ Dizzy spells ☐ Back pain ☐ Kidney problems ☐ Hepatitis ☐ STD(s) 

☐ Frequent 

constipation 
☐ Thyroid 

problem 
☐ Epilepsy ☐ PMS ☐ Ulcer 

☐ Loss of 

consciousness 
☐ Asthma ☐Headache/migraine ☐ Heart attack ☐ Loss of appetite 
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Were developmental milestones on target for your child?  

☐Yes     ☐No If no, please specify:  

☐Motor concerns (walking, crawling) ☐Sleeping/eating     ☐Toileting 

☐Sensory concerns (seeking or avoidance) ☐Speech/language   ☐Other: ________ 

 

When was your child’s last physical exam by their doctor?  

_______________________ 

FAMILY AND SOCIAL INFORMATION 

Please note who your child’s family of origin is. In other words, who has your child been around 

the most growing up?   

 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Who does your child seem to relate to the best? What leads you to believe this?  

 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Please answer the following questions regarding your child’s social history.  

 
Is there a history of drug or alcohol use in 

the family?  
☐Yes     ☐No If yes, please explain: 

 

 

 

 

Do you have reason to believe your child 

has ever used drugs or alcohol?  
☐Yes     ☐No If yes, please explain: 

 

 

 

 

To your knowledge, has your child ever 

intentionally harmed themselves or ever 

had suicidal or homicidal thoughts?  

 

☐Yes     ☐No If yes, please explain: 

 

Is your child sexually active?  ☐Yes     ☐No If yes, please explain: 

 

 
Social history continued on next page. 
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Has your child had any past or current 

legal issues?  
☐Yes     ☐No If yes, please explain: 

 

 

 

 

Do you, or have you ever had, issues 

disciplining your child?  
☐Yes     ☐No If yes, please explain: 

 

 

 

 

Has your child ever been sexually, 

physically, or emotionally abused?  
☐Yes     ☐No If yes, please explain: 

 

 

 

 

 

 

Is there any family history of Anxiety, 

Depression, ADHD, Learning 

Disability, Mood Disorder, or any 

other mental illness? 

☐Yes     ☐No If yes, please explain: 

 

 

 

 

 

 

EDUCATION INFORMATION 

Please list all schools your child has attended:  
 

Preschool:  ___________________________________________________________ 

 

Elementary:  ___________________________________________________________ 

 

Middle:  ___________________________________________________________ 

 

High School:  ___________________________________________________________ 

 
Does your child attend school 

regularly? 

 

☐Yes     ☐No If no, please explain:  

 

Have there been any recent changes 

in school behaviors?  

 

☐Yes     ☐No If yes, please explain: 

 

Has your child had any difficulties 

adjusting in school?   

 

☐Yes     ☐No If yes, please explain: 

 
Social history continued on next page. 
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Is English your child’s first language? 

 
☐Yes     ☐No If no, please explain:  

 

Has your child ever had an IEP? ☐Yes     ☐No If yes, please explain: 

 

 

Is your child involved in any 

extracurricular activities? 

 

☐Yes     ☐No If yes, please explain: 

 

 

 

Did child’s parent(s) graduate from 

high school?  

 

☐Yes     ☐No  

   

STRENGTHS 

Does your family subscribe to any religious or spiritual beliefs? 

☐Yes     ☐No  If yes, please explain: 
 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

What is something your child is good at? List some of your child’s positive qualities.  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

What is your child passionate about?  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
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PARENT MEETING 

I would like to meet with you to further discuss your child’s service needs, either in person or 

via the phone. Parent meetings take anywhere between 30 to 60 minutes. Please note the best 

day and time you could meet with me.  

Place an “x” in the box for the best times for you to meet.  

 Monday Tuesday Wednesday Thursday Friday 

10:00am       

11:00am      

12:00pm      

1:00pm      

2:00pm      

3:00pm      

4:00pm      

5:00pm      

6:00pm      

 

By signing below I agree that the information provided on this form is accurate to the best of 

my knowledge.  

I authorize that this information be given to a member of the Boys & Girls Club Behavioral 

Health Program for review.  

 

Printed Name: ________________________________________________ 

Signature: __________________________________________________  

Date: _____________________ 

 



WELLNESS ASSESSMENT  
 

Your relationship to child:    Mother    Father       Stepparent      Other Relative        Child/Self         Other 

For questions 1-21, please think about your experience in the past week.  

Circle the answer that best describes your child:     

1. Destroyed property      Never        Sometimes Often 

2. Was unhappy or sad       Never        Sometimes Often 

3. Behavior cause school problems      Never        Sometimes Often 

4. Had temper outbursts       Never        Sometimes Often 

5. Worrying prevented him/her from doing things    Never        Sometimes Often 

6. Felt worthless or inferior       Never        Sometimes Often 

7. Had trouble sleeping       Never        Sometimes Often 

8. Changed moods quickly       Never        Sometimes Often 

9. Used alcohol        Never        Sometimes Often 

10. Was restless, trouble staying seated     Never        Sometimes Often 

11. Engaged in repetitious behavior      Never        Sometimes Often 

12. Used drugs        Never        Sometimes Often 

13. Worried about most everything      Never        Sometimes Often 

14. Needed constant attention      Never        Sometimes Often 

How much have your child’s problems caused:    

15. Interruption of personal time?     Not at all     A Little    Somewhat     A Lot 

16. Disruption of family routines?     Not at all     A Little    Somewhat     A Lot 

17. Any family member to suffer mental or physical problems?  Not at all     A Little    Somewhat     A Lot 

18. Less attention paid to any family member?    Not at all     A Little    Somewhat     A Lot 

19. Disruption or upset of relationship with the family?   Not at all     A Little    Somewhat     A Lot 

20. Disruption or upset of your family’s social activities?   Not at all     A Little    Somewhat     A Lot 

21. How many days in the past week was your child’s usual routine interrupted by their problems?   

________ # of Days 

Answer the following only if this is your first time completing this questionnaire for this child. 

22. In general, would you say your child’s health is:       Excellent    Very good    Good     Fair    Poor 

23. In the past 6 months, how many times did your child visit a medical doctor?           None   1    2-3    4-5    6+ 

24. In the past month, how many days were you unable to work because of your child’s problem? 

(Answer only if employed) _______ # of Days 

25. In the past month, how many days were you able to work but had to cut back on how much you got done 

because of your child’s problems?  

(Answer only if employed) _______# of Days  

 

 

 


